The aim of this study was to analyze the attitudes that demonstrate the safety culture by the professionals of the Family Health Strategy and Community Health Agents Program. The Safety Attitudes Questionnaire was applied with 96 professional of the Nursing Team and Community Health Agents in Florianopolis city, in order to evaluate nine safety attitudes. Teamwork Climate, Working Conditions, Communication and Perceptions of Management presented a p-value ≤0.05, showing significance for the patient safety culture. However, these same four safety attitudes were assessed differently by the Community Health Agents in relation to the nurses and nursing technicians. In the sample analyzed, the attitude Patient Safety was considered the most important by the three professional categories, and the variable with less relevance for these categories was the Error attitude.
INTRODUCTION
Patient safety is a critical component of healthcare quality. With healthcare organizations continuously working to improve, there is increasing recognition of the importance of a culture of patient safety. Achieving a culture of safety requires an understanding of values, beliefs and standards regarding what is important in an organization and which behavior and attitudes related to patient safety are supported, rewarded and expected. 1 The analysis of serious accidents in the industry has shifted the regulation and investigation focus from the individual factors to the organizational factors, such as patient safety. The safety culture concept gained attention after the Chernobyl nuclear disaster in 1986 and essentially reflects the attitudes and values of the management and workers related to risk management and safety. 2 The capacity of an institution to obtain patient safety results can be improved when creating and establishing a culture of safety among its professionals. The biggest challenge in a move to a system of healthcare safety is often cultural. A culture of blame, where mistakes are viewed as personal failures, should be replaced by a culture where mistakes are seen as opportunities to improve the system. 4 Culture can therefore be defined as the sum of values, experiences, attitudes and practices that guide the behavior of a group. The characteristics of a solid safety culture include a commitment to discuss and learn from mistakes, the recognition of the inevitability of errors, proactive identification of latent threats, and the incorporation of a non-punitive system for reporting and analyzing adverse events. 5 Studies of safety culture are focused primarily on the investigation of organizational, communication and people skill deficits. Other studies also show the relationship between the safety attitudes and the performance of the team. [6] [7] However, the studies have not explored the beliefs, attitudes and behavior of team members in relation to patient safety, nor the physical and psychological impact of the risk of errors or the onus on the perception and the performance of the professionals. 8 To achieve safety, an informed culture depends on how the leaders at all levels of an organization obtain, use and disseminate information. 9 Consequently, the organizations should evaluate the safety culture at the level of each department or unit, as well as at the organizational level, in order to: identify areas of culture with the need to improve and increase awareness of the concepts of patient safety, to progressively and continually evaluate the effectiveness of the patient safety interventions, and to establish internal and external goals. Therefore, the major challenge in evaluating the culture is to establish a link between the safety culture and the outcomes of the care provided to patients. 3, 10 Primary healthcare is considered to be relatively safe, although incidents do occur in this scenario. The occurrence of incidents in primary healthcare is estimated at between five and 80 times per 100,000 consultations. [11] [12] The results of a recent study performed in the Netherlands showed that adverse events with drugs administered in the home were a major cause of acute hospitalizations, with almost 50% of the hospitalizations being potentially avoidable. 13 Studies related to patient safety are mainly directed toward hospital care, although the majority of patients receive their healthcare in primary care, particularly in countries with a strong and active primary care system. [14] [15] [16] It is noteworthy that, in their reports, both the United Kingdom and the United States have excluded primary care from their discussions about patient safety. However, it should be highlighted that the majority of healthcare is developed outside the hospital settings and that many incidents identified in the hospitals originate elsewhere, such as in the primary healthcare. 17 Normally, the evaluation of the patient safety culture is developed through investigations using questionnaires that enquire about the attitudes of the employees and managers regarding safety and the perceptions of how it is prioritized and managed in the work unit or in the entire organization. 2 In this study, the Safety Attitudes Questionnaire (SAQ) was used, being one of the tools most used to evaluate the safety culture through which healthcare is provided and used to investigate the relationship between the safety culture in healthcare and the outcomes of the patient. 18 The aim of this study was to identify the attitudes of the professionals of the Family Health Strategy (FHS) and Community Healthcare Agent Program (PACS) teams that demonstrate the patient safety culture through the application of the SAQ.
METHODS
This is a prospective cross-sectional study of a quantitative nature. The study population was comprised of a non-probability sample stratified by category. A total of 52 community health agents, 30 nursing technicians and 14 nurses were purposely selected from the FHS and PACS teams from the five Health Centers of the municipality of Florianópolis District Health Center. The inclusion criterion for the study sample was to be in one these professional categories and a member of the FHS or PACS teams.
For this study, all the ethical principles established by Resolution n. 196/96 of the National Health Council were respected, while complying with the Terms of Free Prior Informed Consent (TFPIC) requirements. The study was submitted to the Research Ethics Committee of the Federal University of Santa Catarina, receiving approval under protocol number 0286/09.
The Safety Attitudes Questionnaire data collection instrument was developed by the University of Texas to be used in outpatient clinics.
In order to use the SAQ, permission was obtained from the University of Texas to translate, adapt for the Primary Health Units, and apply this questionnaire. The data collection took place in July 2010. During this period, the participants were invited to participate in the study and the instrument was presented to them, together with the terms of consent, an explanation of the study aims and instructions on how to complete the instrument. After a period of 15 to 20 minutes, the participants were asked to place the instrument into an envelope in the office of each Healthcare Centre, thus ensuring the confidentiality of the respondent.
The safety attitudes questionnaire was developed over 15 years ago, to assess the quality of safety and teamwork associated with the standards and individual behavior of the workers, in a given location. The questionnaire contemplates nine attitudes: job satisfaction, working conditions, teamwork climate, communication, management of the healthcare center, patient safety, stress recognition, ongoing education, and error. These attitudes are conceptualized and exemplified in picture 1.
Picture 1 -Definitions of safety attitudes and some examples in the context of the SAQ

Definition of safety attitudes
Examples of items included in each safety attitude Job satisfaction: positive experience of the work performed.
This healthcare center is a good place to work. I like my job.
Teamwork climate: Perception of the quality of collaboration among the professionals of the team.
The physicians and nurses here work together as a well-coordinated team. I have the support I need from other personnel to care for patients.
Working conditions: perception of the quality of the work environment and logistical support. Each question is scored between 2 to 10, according to the following: (2) Disagree strongly -represented by the letter A; (04) Disagree slightly -represented by the letter B; (06) Neutral -represented by the letter C; (08) Agree slightly -represented by the letter D; and (10) Agree strongly -represented by the letter E. The exchange of the letters A to E for scores was made at the time of organizing the results, due to the need to transform the results into quantifiable data and thereby measure the patient safety culture.
Work overload is common in this Healthcare
For the statistical analysis of the data a p-value ≤ 0.05 was considered significant for a confidence interval of 95% among the data identified. Descriptive statistics were used with mean and inferential statistical analysis of ANOVA and Least Significant Difference (LSD) or Fisher with Bonferroni corrections for the establishment of the minimum significant difference between the tests performed. The Microsoft Excel ® program was used to carry out these statistical calculations.
RESULTS AND DISCUSSION
The results showed no statistical difference between the three professional categories regarding their perceived attitudes toward safety when analyzed in a general context, i.e., the three professional categories view the attitudes similarly. Figure 1 shows the nine safety attitudes according to the professional categories. 6.69; Nursing Tec: 7.48; and Nurses: 6.90) among the three evaluated categories. Therefore, it can be said that it is considered the most important attitude for this group of professionals. In contrast, the mean of the Error attitude (Mean of CHAs: 3.95; Nursing Tec: 3.36; and Nurses: 3.77) was the lowest among them all, therefore, it can be inferred that Error was similarly considered by the three categories to be less relevant.
By analyzing these statements it is possible to observe that the group identified error as an attitude less relevant to the culture of patient safety. In a certain way, error is still very much associated with guilt, a punitive work environment, and a culture of thinking that the errors caused by the healthcare provider are the result of carelessness. A search revealed that only 2 to 3% of the major errors are reported through the information systems and that healthcare professionals often report only what they can not hide. 19 In this case, the literature states that "avoiding blame" is one of the most complex issues to be investigated in the safety field and brings a new concept of a "culture of justice" as a way to achieve the appropriate focus on the "avoidance of blame". A culture of justice distinguishes between: "human error" (inevitable and managed through changes to the systems); "risky behavior" (such as the creation of shortcuts); and "reckless behavior" (a conscious substantial and unreasonably risky act), which is reprehensible and for which the individual should be held accountable. 20 Thus, working in teams regarding error and guilt can be an alternative to modify and transform the error into an opportunity to discuss and develop critical thinking about the care actions and the attitudes toward their own errors and the errors of colleague, i.e., to perceive it as a learning opportunity to prevent new events related to the same cause.
The ANOVA test was used in the data analysis to evaluate the significant differences between the safety attitudes identified in this study. To evaluate the results, the data from the three professional categories -nurses, nursing technicians and Community Health Agents (CHAs) were used.
The working conditions, teamwork climate, communication and management of the healthcare center variables obtained p-values £0.05, i.e., they were significant, demonstrating their relationship with the patient safety culture. The other attitudes, job satisfaction (p-value: 0.50), patient safety (pvalue: 0.14), ongoing education (p-value: 0.88) and recognition of stress (p-value: 0.50), presented p-values greater than the confidence interval established for the study.
For the group analyzed, the teamwork climate is one of the attitudes that demonstrate the patient safety culture. Table 1 shows that there is a greater difference between the means in relation to the CHAs. This data enables the inference that this category perceived the attitudes differently from the other categories. In this sense, it is important to emphasize that the CHAs develop most of their activities directly in the community and in the home of the patient, having less contact with the other professionals, which would justify their different perception of teamwork. In contrast, the other professionals share the same space for a large part of their working day. Furthermore, the CHAs constitute part of the Family Health Strategy team and, through the activities they perform, contribute to the work of the team. Teamwork is to work with different people, who posses different skills and knowledge, in order to manage a common problem. For teams to work at their best, all members must understand the skills and capabilities of each of their colleagues. 21 A meta-analysis study that evaluated teamwork performance versus individual performance concluded that teamwork results in higher productivity. The authors also concluded that those working in teams have higher levels of self-esteem, psychological well-being and social support. Therefore, high quality teamwork leads to changes which improve patient safety and patient outcomes. 21 Communication, one of the attitudes that also demonstrates the patient safety culture, is often a resource to prevent threats to patient safety. The adverse event reports showed that, in Germany 15% of all the events were directly related to the problems of communication between the caregivers and patients or within the team, and that communication was a contributing factor in more than 50% of the cases. In Australia, communication problems were one of the four main categories associated with adverse events. 22 The Working Conditions variable, which was found to be significant in the results of this study, considers issues such as: work overload is common in this Healthcare Centre and the number of professionals in this Healthcare Centre is sufficient to meet the number of patients. In these excerpts from the statements of the participants, it was possible to evaluate the working conditions related to work overload, an insufficient number of people to meet the demand in the Healthcare Centers and the lack of material, consumable and supply resources, i.e., factors that compromise the quality of care.
One study found that for every patient added to the average workload of the nurse, there was a 7% increase in the mortality rate of patients, while burnout and dissatisfaction of the nurses increased by 23% and 15%, respectively. 20 It has become increasingly challenging for nurses to consistently provide safe, high quality care to the patient, especially due to the volume of unstructured, heterogeneous and disintegrated information that permeates the care, as well as the numerous time demands for adequate clinical evaluations required in the healthcare. 23 Therefore, it was considered that the nursing team has a different perception to the CHA because it is nurses who are directly affected by the lack of material, supply and human resources. The nursing professionals also cover the need for human resources in the various sectors of the Healthcare Centre, which ends up creating work overload, impairing the conditions of the work to be performed.
The analysis of the means of the concepts provided by the study participants is presented in table 1. Table 2 shows the differences between the means of each professional category. These differences appear in the intervals of the LSD test, confirming the significance of the F test performed using ANOVA, presented in table 1. For the Working Conditions, Teamwork Climate and Communication attitudes, it can be observed that the differences between the means present a value greater than the value of the applied test (LSD), respectively (difference between means: 0.7936; LSD: 0.4629), (difference between means: 0.7602; LSD: 0.5746), (difference between means: 1.1301; LSD: 0.6748). From this, it can be seen that the community health agents and the nursing technicians perceive these attitudes in different ways, while, due to the value of the LSD test being less than the difference between the means, the nurses and nursing technicians perceive these attitudes similarly.
I am frequently unable to express disagreement with the administration of this healthcare center is one of the questionnaire statements that evaluate safety attitudes regarding the Management of the healthcare center, i.e., the management actions of the unit. Table 1 shows that the nurses and nursing technicians have a similar vision regarding the Management of the healthcare center, verified in the analysis due to presenting the smallest significant difference between the means (0.0376). This view can be associated with the representation of the sample, as 80% of the managers of the healthcare centers that participated in the survey were nurses.
When analyzing the LSD between the nurses and the community health agents (1.1140) it was identified that these categories have different perceptions regarding the Management of the healthcare center. This is due to the relationship between these professionals. The CHAs mainly develop their activities in the community and use the Healthcare Center as a reference for the exchange of information with other professionals, i.e., their daily contact with other colleagues is lower. The relationship and communication of the CHA with the nurse supervisor and the manager of the HC are often rigid and hierarchical.
A study of the FHS teams in the state of Goiás revealed that the professionals perceived that the hierarchy is important, however, it should not be too strict as it needs to permit the sharing of activities and obligations, to enable the complementary of the actions developed. The authors emphasized the importance of clarity regarding the limits of the functions of each person, without, however, losing the freedom to discuss and share the decision making responsibilities. 24 For some authors, 25 the involvement of the manager is demonstrated by their participation in daily operations and by their active safety supervision of the critical operations, "staying in contact" with the risks involved. Furthermore, when there is good communication in relation to safety issues, it is possible to construct a bond of trust at all levels of the organization.
FINAL CONSIDERATIONS
The results reveal that the Working Conditions, Patient Safety Culture, Communication and Management of the healthcare center safety attitudes were the ones that demonstrated the Patient Safety Culture in Primary Health Care. These were perceived differently by the CHAs due to the different impact that this category faces when compared with the other categories analyzed.
From the perspective of the community health agents, nursing technicians and nurses who participated in this study, the safety attitude considered to be of greater importance was Patient Safety; conversely, the variable with the lowest relevance for these categories was the Error at-titude. These results lead us to reflect that the professionals do not identify error as an attitude of the patient safety culture.
Based on the reflections, it is emphasized that the quality of patient care results from safe care, and for this, an established safety culture is necessary. This culture involves the commitment of the institution and its managers to identifying the need for the safety culture and establishing it as a guideline for the organization, as well as engaging with quotidian situations and seeking to discover the difficulties and challenges that the direct care provider faces daily, in order to create an effective communication channel with the hierarchical levels and allow the construction of trust among all involved.
When bonds of trust are solidified, needs and errors are more clearly exposed by the professionals, and the institution can intervene in the workplace, through ongoing education, empowering the professionals to ensure a safety culture and safer care. Faced with this scenario, the necessity of teamwork with adequate communication among these professionals and with patients is once more highlighted. This would be encouraged through ongoing education and particularly the discussion of errors in order to learn from the situation and not to punish those who made mistakes.
